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1) I hereby conlirm lhal all detarls in thrs Form are True to lhe besl ol my knowledge. Any fatse stalement wr render myApptjcation E ongoing assislance. ifany
lrable lor re,eclion/cancellation.

2) I solemnly confirm that assistance, il received from Koshika Foundatron. will bo used only for the "purpose'. as staled in this Form. for which such assistanc!
was requested by me.

3) I hereby confirm that I have nol & will not in futurc, avail of rombuE€ment. in part or in full, from afiy olher source/employgr/insurance company, ot the amou
for which this assistance is requost€d.
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'1) 8y aftixing my signatute or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and il s Trustoes to

use/publish/put"upheprodlce my name, address, photo & details of the 'purpose", lor which such assistance is requested/grantgd, through any
medium, including bul not limiled lo verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminaling inrormation about it's
actrvilies/achievements. Such use of my photo & details can b€ mad€ by Koshika Foundation before or aflgr my treatment or fulrllment of the 'purpose'
lor whlch assislance is being requested

2) I (Applicant) furlher agree lhal any such use of my name address. photo & details of lhe "purpose". for which such assistance is requosted/granted,

will not automalically entille me for rece ving or conlinuing the said assrstance. The decision tor granlrng and/or continuing the assistance will rest solely
wilh lhe Trustees of Koshrka Foundaton. and lherr decrsion rs thrs regard will b9 final and acceplable lo me
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By affixing hereunder, signature of our Authorised Signalory for .ecommendinq this caso/patient for financial assislance from Koshika Foundation, we
(Hospital) horoby aflirm I accept follorving:
1) lhat we neithsr are presently nor will in futur€ avail ot financial assistance lrom another NGO or any olher source, for th€ same patienucaso. as wo are
requesting to gel lrom Koshika Foundation. lo lhe exlenl thal such assrstance is granted by Koshika Foundation. lf the rgquested assisiance is not grantsd

by Koshika Foundation, rn parl ot rn lull, then the Hosprlal reseNes rt's rght to mak€ up lhe shortfall from anolher NGO or any olher source. This

confirmaton essenlially states lhal the Hosp(al wiil nol avail any duplcale assistance for lhe same patienucase frcm any olh€r NGO or any other source.

2) The assrstance from Koshrka Foundalron rs only frnancral rn nature The chorce ot the lrealmenuprocedure advrsed/conducled by the Hospital on the
patient, is based on the arrangemenl between lhe patrent & lhe Hosprtal, and is in no way inlluenced by Koshika Foundation. 8ence, the Hospital rvill

assumg sole & complele responsibility ot the treatmenl & it s outcome & salety ol the palrent, and Koshika Foundation will have no role or rgspgnsibility

in the matter.
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